Wildbolz: The Indication and Execution of Prostatectomy
The second specimen consists of the left kidney with the upper third of the ureter attached which I removed by operation from a man, aged 26. The lowest I in. of the ureter shows a diameter of 6 mm. This is in marked contrast with the whole of the remainder of the ureter, for above that point it is only 2 mm. in diameter, and is moreover the seat of four areas of slight narrowing situated equidistant from each other. The result of this constrictiron is clearly shown in the pelvis, which is the seat of an early dilatation and some inflammatory change.
The patient had a two years' history of pain in the left side, which disappeared following the nephrectomy.
The third specimen I removed by operation from a girl, aged 4_. It consists of a left kidney with two ureters. The kidney and ureters are all dilated.
At operation the two ureters were divided just outside the bladder, and an inspection of the divided ends shows an absence of dilatation in one while there is but a slight distension of the other in this region, indicating that the actual obstruction is in the bladder-wall or at the ureteric orifice.
The first signs of disease followed an attack of bronchitis one month before operation. The medical practitioner who brought the case to me stated that pyuria, aysuria, and some frequency of micturition, together with tenderness in the left renal region, were subsequently noted.. On examination, before cystoscopy, the urine was found to be loaded with pus, but there were no localizing signs as to its origin. Cystoscopy was difficult on account of the gross infection of the bladder, and at the second attempt, although no ureteric orifice could be seen, the fluid medium in the bladder suddenly clouded, following pressure on the left kidney.
The kidney and the whole extent of both ureters down to the bladder-wall were removed through two separate incisions. The patient made a good recovery and the urine ultimately became quite free from pus cells. [May 26, 1927. The Indication and Execution of Prostatectomy. By Professor HANS WILDBOLZ (Berne).
IT may seem perhaps a little out of place to speak on prostatectomy in England, where Freyer popularized the operation. My reason for doing so is because I thought you might like to hear some foreign ideas on the subject. I therefore hope it may be of interest to you to hear about tbe perineal operation, which is so seldom employed in your country.
Before explaining the technique of perineal prostatectomy I wish to say a few words as to the indications for the operation in general, in cases of benign hypertrophy of the gland.
The general indications admitted by all surgeons are:
(1) A permanent retention of a considerable quantity of urine in the bladder (from 150 to 200 c.c. or more).
(2) Frequent attacks of complete retention.
(3) Long-standing infection of the bladder.
(4) Severe repeated hwemorrhage from the hypertrophied prostate. I know that many surgeons are extending the indications for prostatectomy still further. They think the operation is indicated for patients suffering from frequent micturition, even when they have only a slight degree of urinary retention. They think it best to operate on patients in the early stages of disease before there is any risk to life. I do not consider it advisable to perform prostatectomy as a prophylactic operation. It is never a harmless intervention, and I think it only safe to do the operation when the patient is in real danger from the disease. But I do not wish to enter into details as to the indications in early cases; I prefer to consider the question: When is the operation safe? j.I In the early days, a patient with chronic retention of urine was submitted to operation at once. The mortality was very high, the reason being that owing to impairment of the renal function many deaths occurred from uraemia. 
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Blanc considers 55 per cent. as a minimum, but if I accepted these figures I should have been compelled to refuse operation to many of my patients. The majority of them eliminated more than 30 per cent. of phenolsulphonephthalein in the first hour, but thirteen of them only eliminated between 20 to 30 per cent., and ten less than 20 per cent. But I must admit that most of the patients who showed a low elimination during the first hour had remarkably good elimination during the second, and the total amount of the drug eliminated during the two hours was satisfactory. My conclusions are that an elimination of less than 10 per cent. during the first hour is a contra-indication to prostatectomy. With an elimination of from 10 to 20 per cent., operation is allowable, provided the elimination is as high or even higher during the second hour.
(3) Estimation of the Blood-urea.-These two tests should be supplemented by a determination of the urea of the blood, as, if they are satisfactory, the operation is permissible, but if they are not satisfactory they leave us uncertain as to whether it is possible to operate or not.
The estimation of the blood-urea shows us when operation is definitely contraindicated, but leaves us uncertain as to when it is permissible. A high blood-urea is a contra-indication to prostatectomy, but the normal amount of urea in the blood is no proof of satisfactory kidney function.
Judin, Negro, Colombet, Young and others have seen patients with a normal blood-urea presenting symptoms of ursomia after prostatectomy. I have observed several patients with from 30 to 40 mgm. of urea per 100 c.c. of blood eliminating the phenolsulphonephthalein very badly, and with such a small power of concentration that prostatectomy appeared to be too dangerous. So I believe that the estimation of the blood-urea only indicates a serious deficiency of the renal function later than the water or phenolsulphonephthalein test.
On the other hand, an abnormally high quantity of urea in the blood is certainly a proof that the renal function is for the time too poor to allow of operation. The observations of Cohen, Dodds and Webb, of Grauhan, Gulecke, Salomon, Judin, Illyes, and also my own, show that prostatectomy will certainly be followed by urEemia if the urea of the blood is more than 100 mgm. in 100 c.c., and probably so if it is over 80 mgm. per 100 c.c. When the blood contains from 50 to 80 mgm. the operation is always dangerous, and should only be performed if the other tests of the renal function give good results. These observations show us that the indications for operation should not be based on a single test of the renal function, but it is only by a combination of several tests that we are able to judge accurately of the capacity of the patient's kidneys.
It is obvious from a large number of cases that the three methods give similar results. The estimation of the renal function is then easy, but occasionally the result of one of the tests may appear to be in contradiction to that of the others. For example, if the blood contains more than 80 mgm. of urea per 100 c. Fortunately the renal condition can be improved by regular drainage of the bladder. The deficiency in the renal function is usually due not so much to atrophy of the renal parenchyma from back pressure, as to disturbances in the circulation of the kidneys, as shown by Kornitzer, Hineman and Morrison. This is why one often sees a rapid improvement in the renal function as soon as the bladder is regularly emptied by a catheter.
The following is a brief report of a case under personal observation:
Patient, aged 67, admitted to hospital with a greatly distended bladder and in a state of deep uremic coma with convulsions; blood-urea of 260 mgm. per 100 c.c., blood-pressure 180. Infusions of dextrose solution and gradual decompression of the over-distended bladder restored the patient to consciousness and slowly improved his condition. The blood-urea fell from 260 mgm. to 140 mgm. in three weeks. A fortnight later it was 73 mgm., and finally it fell to normal. At the same time the condition as shown by other tests of renal function improved so much that prostatectomy became possible after five months' pre-operative treatment. The patient recovered quickly and never showed any sign of uremia after the operation, and is to-day, two years after the operation, quite healthy and able to earn his living as a workman.
Suitable pre-operative treatment usually results in re-establishing the renal function and in rendering the patient fit for prostatectomy. There are, however, a few patients whose kidney function cannot be improved sufficiently by catheter drainage. They should not be submitted to prostatectomy, but a suprapubic fistula should be established.
Occasionally we see patients who do not give quite so bad a response to the kidney tests as to render radical operation impossible, but in spite of drainage of the bladder do not improve sufficiently to enable us to perform prostatectomy without any fear of urammia. In such cases one is rather inclined to risk an operation if the general health of the patient is good. But if the function of the heart and lungs is not quite satisfactory, we should refuse operation, as slight vascular trouble may easily reduce the already impaired renal function to such a degree that uramia sets in.
In deciding whether to operate or not, it is most important to ascertain if a perineal prostatectomy can be performed instead of a suprapubic. My opinion is that the perineal operation puts much less strain on the heart and lungs than the suprapubic, and it gives rise to much less shock than the suprapubic operation. I have found that suprapubic prostatectomy is usually followed by an increase in the blood-urea, lasting for.several days, while after a perineal operation there is practically no increase in the quantity of urea in the blood. More than 50 per cent. of my patients submitted to suprapubic prostatectomy showed an increase in the amount of blood-urea on the fourth and fifth day after operation. In many of them it only amounted to 20 mgm. to 30 mgm. in 100 c.c. of blood, but in the majority of them it amounted to 60 mgm. to 70 mgm., and in one patient to more than 100 mgm. In only 18 per cent. of patients operated on by the perineal method was there a trifling increase in the blood-urea. In the majority of cases it was unchanged by the operation, while in 28 per cent. of them the blood-urea was less on the fourth or fifth day after operation than it had been before. This difference may be explained by the fact that the general vascular circulation is much less disturbed by the perineal than by the suprapubic operation. The perineal operation does not cause nearly so much bleeding, and the perineal wound does not hinder respiration or expectoration. Further, the perineal operation is not followed by necrosis of the tissues and the wound is well drained, so that there is only a slight amount of absorption which may increase the blood-urea.
MY TECHNIQUE OF PERINEAL PROSTATECTOMY.
The incision is the same as that employed by Zuckerkandl, Albarran and Proust, and, with a slight modification, also by Young. The central tendon of the perinaeum is exposed and cleaned. A small transverse incision is made in it close to the bulb until the recto-urethralis muscle is exposed. It is divided closed to the urethra, and the prostate is exposed by blunt dissection. On the anterior wall of the wound are the bulb and musculus transversus perinei, while the rectum lies on its posterior. The prostate is pressed down towards the perinmum by means of a metal catheter introduced into the urethra. It is covered by the fascia of D6nonvillier. This fascia is divided transversely just above the apex of the gland and is pushed backwards, exposing the posterior portion of the capsule in the wound. I make a vertical incision in the middle line, commencing at least 1 cm. above the apex. It only involves the capsule of the prostate and does not penetrate to the urethra, and it enables us to distinguish between the capsule and the adenomatous masses. Both lobes of the prostate are enucleated as far as possible. The prostatic urethra is divided transversely just at the lower end of the adenomatous mass, the upper end being still left in connexion with the neck of the bladder. Young's retractor is introduced through the prostatic urethra into the bladder and the upper end of the urethra is divided close to the neck of the bladder, with any adhesions still existing between the adenoma and the capsule of the gland. The bladder is washed out to promote the removal of blood-clots.
Four sutures are placed through the neck of the bladder and afterwards through the stump of the urethra at the apex of the gland. They unite the neck of the bladder to the urethra inside the prostatic cavity, and, as far as possible, restore the normal anatomical conditions. Before the sutures are so tied the metal catheter is replaced by a silk one which is retained for twelve to fourteen days after the operation. A drainage tube is placed in the opening of the prostatic capsule, which is partially closed by means of a single suture. No pa.cking is inserted. The superficial part of the wound is brought together by a few sutures. As a rule the wound heals per primam. The perineal drainage tube is removed in from three or four days after operation, and the fistula neals so quickly that the catheter can be removed in from ten to fourteen days. The patient is then able to pass water normally through the urethra.
The principal points on which this method differs from other perineal operations are the following:
(1) Complete resection of the palt of the prostatic urethra encircled by the adenoma. The verumontanum is usually uninjured.
(2) Suture of the neck of the bladder to the urethral stump. This suture not only protects the wound from contamination by urine but it controls bleeding from the neck of the bladder.
(3) Suture of the incised prostatic capsule.
This method of perineal prostatectomy does very little damage to the tissues. Loss of blood is, as a rule, trifling, and serious post-operative haemorrhage rarely occurs. In only one case, in which the patient was, badly infected, was there a serious post-operative hvemorrhage which necessitated opening the bladder and packing its neck with gauze on the eighth day. In two other cases I was obliged to pack the perineal wound three days after operation in order to stop the haemorrhage which followed the removal of the perineal tube.
Symptoms of infection are extremely rare after perineal prostatectomy. I have only seen them in four patients out of more than 300, the reason being that the wound is smooth, has no cavities and no flaps of necrotic tissue, and is, in addition, drained ideally.
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In cases of cancer of the prostate, symptoms of sepsis are more frequent, especially when the whole of the growth cannot be removed.
The perineal operation restores the anatomical condition of the bladder neck and prostatic urethra almost to normal, so that the bladder is completely emptied by spontaneous micturition, and in almost every case infection soon subsides.
The mortality of the perineal method is much lower than that of suprapubic prostatectomy. In 105 suprapubic operations I had a mortality of 15 per cent. In 305 perineal operations the mortality was 6-5 per cent. I doubt whether we shall be able to reduce it much below 5 to 6 per cent. as there is always a risk of pneumonia or cardiac failure after operation. The majority of my patients were healed in two or three weeks after perineal prostatectomy. In only twenty-nine cases was the healing of the perineal fistula delayed. In twenty-two of them it took from four to five weeks, and in seven from five to eight weeks for the fistula to heal. In only one case the fistula persisted for more than three months.
The greatest disadvantage of the perineal operation is the risk of wounding the rectum. In seven cases the rectum was wounded. In six of them the accident occurred among the first hundred patients operated upon, and in only one case in the succeeding two hundred. In three cases there was a persistent urethro-rectal fistula which required another operation for its relief. In three cases the wound of the rectum healed spontaneously. One patient who had been treated with large doses of X-rays had a small faecal fistula in the perinaeum following secondary necrosis of the tissues three months after prostatectomy.
Another risk of perineal prostatectomy is that the patient may show signs of incontinence after operation. It occasionally happens that there may be slight weakness of the bladder for the first four or five days after removal of the catheter. A few drops of urine may leak when the patient is walking, laughing, coughing, etc., but after a few days he is able to retain the urine well. Partial incontinence lasting for a few weeks was observed in only six cases, and in five others it persisted for more than four months. The incontinence was never complete, and was only observed on contraction of the abdominal muscles.
The advantages of the perineal operation are:
(1) The operation is performed under the sense of sight.
(2) It is therefore possible to secure a good hemostasis and to restore the natural anatomical conditions at the neck of the bladder. (6) There is a lower mortality than by the suprapubic method. I only make use of the suprapubic operation when the pelvis is extremely narrow or when a combination of prostatic adenoma with papilloma or diverticula contraindicates the Derineal route. [June 23, 1927. The Stump of the Ureter after Nephrectomy-The Indications for Primary Nephro-ureterectomy.
By FRANK KIDD, M.Ch., F.R.C.S.
[ABSTRACT.] NEPHRECTOMY, first performed by Simon in 1869, remained a dangerous operation until the ureteric catheter and the tests of renal function robbed the operation of its high mortality.
Intensive study of the renal blood-vessels further diminished the risks by warding off the dangers of hwmorrhage after operations on the kidney. Researches on the perirenal fat put in the hands of urologists a method of extracapsular nephrectomy whereby improved results, S-U *
